
OPERATION FOR ACUTE MASTOIDITIS
AT AGE OF 84, WITH RECOVERY.

By Edmund J. Butler, M.D., Cambridge, Mass.,

Visiting Aurist and Laryngologist to the Cambridge
Hospital.

George W., aged 84, was admitted to the
wards of the Cambridge Hospital on May 5,
1919, with an acute bronchitis. Past history neg-
ative, except for two attacks of erysipelas. He
had no previous history of ear trouble ; hearing
always acute; appetite always good, and consti-
tution sound, with only a slight palpable sclero-
sis of arterio radialis.

During the first ten days in the hospital the
patient had a slight variation of temperature
ranging between 98 and 99 degrees. He coughed
frequently and raised vast amounts of thick,
yellow sputum, cultures and smears of which
showed staphylococcus and streptococcus. No
tubercle bacilli were found.

May 17, twelve days after admission, the pa-
tient complained of pain in left ear. His tem-
perature rose from normal to 102 degrees, but he
had no chill. Lungs were negative, except for a

few scattered moist râles transmitted from the
bronchi. Consultation with Dr. Shannon, six
hours after patient first complained of pain,
showed a left auricle tender to touch, and very
slight tenderness to pressure over antrum.
There was no tenderness over tip of edema of
skin over mastoid. The floor of the canal was

covered with tenacious, foul-smelling pus. The
drum was ruptured spontaneously in the pos-
terior inferior quadrant, giving the middle ear

cavity sufficient drainage. The tympanic mem-

brane was bright red and the handle of the mal-
leus was just perceptible. Frequent hot boric
irrigations, heat to the mastoid and argyrol
20% to the pharangeal orifice of the left Eu-
stachian tube failed to bring relief after forty-
eight hours. The temperature remained ele-
vated ; the mastoid from the antrum to the tip
became very tender to touch, with marked edema
of the sub-cutaneous tissues over this area. The
posterior superior canal was bulging with the
middle ear cavity4 draining freely through the
opening in the drum. The pain was constant
and the patient begged "to have something done
for relief of the pain."

After consultation with Drs. N. V. Shannon,
Albert August and C. M. Hutchinson, it was de-

cided to open the mastoid. Because of the age
of the patient and his bronchial condition, which
had shown marked improvement since admission
to the hospital, the operation was done under
local anesthesia.

Morphine sulphate gr. % sub-cutaneous was

administered and the usual mastoid preparation
made. Anesthesia was administered by Dr.
Ilntchinson, 2% solution of cocaine being in-
jected into the canal and V¿% solution into the
sub-cutaneous tissues over the mastoid. The
usual incision was made, the cortex opened in
the suprameatal triangle with a chisel, and the
antrum cleaned. The remaining cortex that
had to be removed was broken away with a Yen-
sen bone forceps. The mastoid cells, which
showed but very slight sclerosis, were filled with
a thick, foul-smelling pus, a culture of which
showed staphylococcus and streptococcus.

After cleaning out the antrum and cells a wick
was inserted for drainage. The patient left the-
operating room free from pain, with a pulse of
78 and of good quality. He stated he had no

pain during the operation except when the bone
was chiselled into.

Two days after the operation the dressing was-

changed and considerable pus drained from the
open wound. The temperature dropped to nor-

mal after the first dressing and remained so for
five days, when a low grade erysipelas developed
over the left side of the scalp. This condition
lasted ten days ; the mastoid filled in with gran-
ulation tissue, and the patient had an unevent-
ful convalescence. He was discharged from the
hospital June 22, with the incision healed, hear-
ing normal, and in good physical condition.

CASE REPORT OF HYPERPITUITARISM
AND HYPERGLYCEMIA.

By F. Van N\l=u"\ys, M.D., Weston, Mass.

Mrp. E. M., aged 63, entered the Waltham
Hospital on June 27, 1919. Family history neg-
ative. Past History: Two children living. No
miscarriages. Menopause at 45. Robust and
well nearly all her life. Six years ago laparot-
omy for "abdominal tumor." Influenza last
winter. For some years has been subject to
vague body pains with occasional swelling of
hands and feet.

About four years ago symptoms of diabetes
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began—polydipsia, polyphagia, polyuria, prur-
itus, and loss of weight. She now weighs 140
where she used to weigh 240 pounds. A dia-
betic diet gave her much relief.

At rare intervals she has attacks of dizziness
with headache and painful retention of urine
for twenty-four hours at a time. Seven months
ago and three weeks ago she vomited without
known cause. Not projectile. For some time
before the present illness she has been in good
condition, active and lively, and on unrestricted
diet.

Present illness: On June 26, out of a clear
sky, she was taken with nausea, vomiting, dizzi-
ness, diarrhea; and, gradually, with coma.

Physical examination: A short, well colored,
well developed French Canadian, with heavy
cheek bones, broad nose and undershot jaw, in
coma. Acetone odor on breath. Sugar derma-
titis about vulva. Skin dry and rough. Ex-
tremities not enlarged. Heart and lungs not
remarkable. Abdomen protuberant with bladder
swollen to navel—relieved by catheter. Neither
liver nor spleen palpable. Pelvic examination
negative. Reflexes normal. Urine: 1036, no

albumen, sugar 5%%, acetone and diacetic acid
four plus. Some pus but no blood or casts in
sediment. The 24-hour amount was impossible
to obtain because of involuntary urination. Ap-
parently the amount was not much increased
over normal.

The usual Allen treatment for diabetes was

instituted. Five days later she became sugar-
free on 90 gm. carbohydrate, not requiring com-

plete starvation. The diacetic acid, how-
ever, persisted for three days longer. "With de-
creasing acidosis her mind cleared, although
sphincter control was not regained for some

time. Occasionally she vomited. Great diffi-
culty was found in getting her to take food.
For the first ten days the most she took on any
one day amounted to less than 500 calories.
Thereafter her appetite increased satisfactorily.
When the 24-hour carbohydrate intake reached
250 gm. her urine showed .5% sugar. This
quickly disappeared under limited carbohy-
drates. At no time did her acidosis return. Oc-
casionally her stools showed blood (piles?), but
otherwise were not abnormal.

Blood pressure taken daily kept between 124
and 140 mm. systolic. White count was 14.000.
Temperature, pulse, and respiration kept normal.

Blood sugar, taken fasting after urine was

sugar-free for 18 days, was 290 mgm. per 100

ce. of blood (Dr. F. L. Burnett), indicating a

high renal dam for sugar.
Hyperpituitarism was suspected from her

faciès and glycosuria. Repeated roentgeno-
grams of the skull seemed to show a much en-

larged sella turcica. The shadows were obscure
as if a growth partly obliterated the outlines
of the region.

Throat and eye examinations by Drs. C. T.
Porter and R. C. MacKenzie showed normal
pharynx, eye-grounds, and fields of vision.

Spinal puncture gave 40 cc. clear fluid under
some pressure. Wassermann negative. Globu-
lin not increased. Cell-count 5 per cubic milli-
meter. The blood Wassermann also was nega-
tive.

Pituitrin was given without appreciable effect.
Potassium iodide seemed to be of decided bene-
fit. Finally she was able to sit up and walk a

little. On July 27 she was taken home.

Book Re$iew.

Nervousness, Its Causes, Treatment, and Preven-
tion. By L. E. Emerson, PH.D. Boston:
Little, Brown and Company. 1918.
Nervousness is a condition which may be elim-

inated often by some slight adjustment in one's
mental attitude. This is particularly true of
nervousness resulting from functional, rather
than organic, disorder. The author of this vol-
ume has shown a remarkable insight into the
causes of nervousness and offers practical sug-
gestions, for treating and preventing this con-
dition. He emphasizes the importance of study-
ing personality, of analyzing personal and so-
cial consciousness. Inability to cope with situ-
ations and to adjust one's self so that one's re-

action to the social environment is harmonious
can be overcome by intelligent training. This
guidance should be tendered to children as soon
as their instincts and desires begin to develop.
Repression of some normal instinct in childhood
frequently causes the exaggeration of some fear
and develops into an abnormal state of mind
which will result in a nervous breakdown later
in life. This book points out how an under-
standing of mental processes may help a patient
to overcome conditions which are simple and
remediable if they are understood and squarely
faced, and of complex and serious nature if
fostered by a secretive and neurotic tempera-
ment. This is a book of constructive character
and may be strongly commended to persons suf-
fering from nervous disorders.
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